Sir,

Early repair of meningomyelocele prevents infection, eliminates cerebrospinal fluid leaks, preserves neural function and diminishes late sequelae such as pain over the repair site. Neurosurgeons can usually reconstruct both spinal and skin defects. Although primary closure is sufficient in most cases, when the defect is larger, skin flaps are required. A variety of random flaps, different suture techniques and surgical materials have been described for the reconstruction of meningomyelocele defects.\[[@ref1][@ref2]\] Most of these techniques achieve successful results. But sometimes, partial or total losses of the flaps can be encountered. In these situations, as the surrounding soft tissue coverage is insufficient, the defect becomes larger and more difficult to reconstruct than the primary defect.

We reconstructed such a complex defect with the Superior Gluteal Artery Perforator (SGAP) flap after two previously failed operations and wish to discuss the advantages of SGAP flap in complicated cases.

A two-day-old girl with a meningomyelocele was operated on by the paediatric neurosurgery department. The dura was repaired with artificial biomaterial, and skin was closed by approximation with double opposing fasciocutaneous flaps. On post-operative day seven, however, there was wound dehiscence. During the second operation, continuation of cerebrospinal fluid leakage was noted and dural repair was repeated. Skin flaps were re-elevated, and skin was closed under minimal tension. On the fifth day, increased oedema caused repeat dehiscence. Due to previous operations, the surrounding tissue was unsuitable for reconstruction. Therefore, we decided to reconstruct the defect using an SGAP flap \[[Figure 1](#F1){ref-type="fig"}\]. A suprafascial dissection was preferred, and a small cuff of muscle was left intact around the perforator vessels to avoid vasospasm. One week postoperatively, the patient was discharged from the hospital with no further complications \[[Figure 2](#F2){ref-type="fig"}\].

![Dehiscence was encountered following defect closure with opposing fascia cutaneous flaps due to cerebrospinal fluid leakage and tissue oedema. Reconstruction was planned with an SGAP flap](IJPS-47-149-g001){#F1}

![One week postoperatively, the patient was discharged from the hospital with no further complications. The additional scars on the superior dorsum were of the original opposing fasciocutaneous flaps of the first operations that were re-elevated and transposed to the defect area](IJPS-47-149-g002){#F2}

The perforators arising from the SGA are approximately 1-2 mm in newborns, and caution should be taken not to damage the vascular pedicle during dissection.\[[@ref3]\] Leaving a small cuff of muscle around the pedicle can be beneficial in decreasing the risk of harming the pedicle or vasospasm. Yet, caution should be taken, as leaving a cuff of muscle around the pedicle will hide small vascular branches and lead to a more bloody dissection if they go unnoticed.

Perforator flaps have been used in reconstruction of meningomyelocele in three previous reports.\[[@ref3][@ref4][@ref5]\] Of these studies, Duffy *et al*. used the SGAP flap in six patients with large primary meningomyelocele defects. This is the second report of using the SGAP flap for reconstruction of a meningomyelocele defect. Although it\'s a reliable alternative in experienced hands, we believe it should be reserved for secondary reconstructions or very large primary cases where an easier alternative would result in inadequate closure. We can conclude that the SGAP flap can be a saviour in complicated meningomyelocele defects.
